formation-a lipoma-even though it forms an encapsuled mass. The encapsulation seems to be more apparent than real, as strands of fibrous and smooth muscle tissue can be seen running into the fatty mass from the periphery. Such a growth as a myo-lipoma is unknown, and this specimen certainly consists of fat, smooth muscle and fibrous tissue. It ought to be placed in the same category as the other specimens which have been described, and in which the fatty change was diffused through the tumour.
The PRESIDENT: The naked-eye and microscopic appearances of Paget's case seem to indicate so clearly that there was a new growth of fatty tissue that I cannot avoid the conclusion that in that case there was a true fatty neoplasm, even although the origin of the fat cells is obscure. Such cases are very rare, and I agree that further light is necessary before a final opinion can be expressed.
Dr. WILLIAMSON (in reply): When Dr. Lockyer has examined the sections we have cut from a different part of his specimen I have no doubt that he will agree that it belongs to the group of tumours we have been describing to-night. We prefer the term fibro-myo-lipoma to others suggested, because it is a simple statement of fact; these tumours consist of fibrous tissue, muscle cells and fat cells: these facts and nothing more than these facts are indicated in the name. The fat cells may be formed by metamorphosis of muscle or fibrous tissue cells, or they may be new growths. At present we do not know which view is correct, but doubtless further research will clear the matter up.
Case of High Ammonia Coefficient. By Lady BARRETT, C':B.E., M.S. THE patient, Mrs. W., aged 22, munition worker, was transferred from the Medical Wards of the Royal Free Hospital to the Maternity Block on August 29, 1918, suffering from persistent vomiting. Her last regular period began on May 25, 1918.
The patient first felt ill on the night of July 14. On this day she started night work at the factory and felt ill and faint throughout the night. The following evening she was unable to go to work as she was vomiting every five minutes. Her doctor diagnosed the case as a recurrence of " Spanish 'flu" which she had had a fortnight before and recommended her to go to the Royal Free Hospital. On July 27 she was admitted to the hospital suffering from persistent vomiting. The vomiting was treated by dieting, with occasional success, the longest interval without it being three days. She was very constipated.
On August 24 the vomiting became more severe and on August 29 diacetic acid appeared for the first time in the urine; on this day she was transferred to the Maternity Block for suspected pernicious vomiting of pregnancy. On August 29 the note on admission was as follows: The patient looks unhealthy. She has severe acne rosacea with the usual distribution: the conjunctivae are slightly yellow. She is fairly well nourished, but has not been weighed recently. She lies motionless on her back, moving only her head. She feels weak and ill and wants to vomit continually. Temperature 97'40F., pulse 84. Sleep the first night was fairly good, The lips were dry, the tongue furred and greenish-yellow and vomiting was frequent after food and at other times. The bowels were very constipated. There had been amenorrhcea since May 25. On examination of the abdomen there was slight tenderness at the epigastrium and the colon could be felt loaded with feeces. The liver dullness was diminished, but it was doubtful whether this was only apparent through distension of the colon.
Examination per vaginam: The cervix and vaginal walls were soft. The uterus was enlarged, two and a half to three months pregnant, and was retroverted. Nothing abnormal was found in heart or lungs. Urine: Seven ounces of urine were passed in the first twenty-four hours. The colour was reddish brown, reaction strongly acid, specific gravity 1022. Diacetic acid was present and there was a faint trace of albuimin. There was no blood, pus, sugar or bile salts.
For the first two days, August 29 and 30, the patient took 2 oz. of Benger's food three hourly without vomiting. She was still only passing 7 oz. of urine in twenty-four hours. The retroversion was corrected and a pessary inserted. On August 31 she vomited twice; the urine was diminished to 5 oz. the twenty-four hours. She was ordered a mag. sulph. and glycerine enema daily, which was effective. A rectal glucose saline of 1 pint was given six hourly and sbe took 3 oz. of Benger's and 3 oz. of coffee alternately by the mouth. The next day she vomited ten times. The urine was increased to24 oz.; the ammonia coefficient was found to be 381.' She was now given only glucose saline per rectum with 1i oz. of brandy in twenty-four hours.
On September 2 she still vomited frequently and had acute abdominal pain in the upper part of the abdomen. She was very thirsty. She was allowed to take 2 oz. of albumin water two hourly by the mouth.
Later in the day she felt greatly relieved and was allowed 2 oz. of tea and 2 oz. of albumin water alternately two hourly. The rectal salines were continued. On September 3 the quantity of urine passed was 164 oz.; all food was retained. On September 4 the quantity of urine was 84 to 9 oz.; the ammonia coefficient had risen to the astonishing height of 78 per cent. She was allowed water and oranges, bovril, tea, pounded chicken, bread and butter and toast.
From that time on she vomited occasionally once or twice in the day, but within the next few days the diet was increased, chicken, baked apples, oranges and milk being allowed, and in addition 5 oz. of fluid of one kind and another was given three-hourly. The ammonia coefficient still remained as high as 50, but as the vomiting was diminished she was allowed a still more nitrogenous diet, fish, chicken, mutton broth and one egg daily, with the idea that a more generous intake of nitrogen might result in a more normal type of excretion. This proved to be the case. From that time the vomiting practically ceased, the ammonia coefficient gradually, as will be seen from the chart, declined and by September 11 all food was retained. She was then passing 20 oz. of urine daily. On the 17th of the month, however, vomiting again returned. The quantity of urine passed was then 45 oz. The ammonia coefficient began again to rise; the diet was-somewhat reduced and the condition soon improved. She was now taking sulphate of magnesia and cascara by the mouth instead of by the enema, and on October 7 she was discharged.
The patient remained very well until the middle of December, when she began to lose her appetite and became very drowsy. Vomiting commenced again on December 25 and was fairly persistent until the 30th, when she was readmitted to hospital. She was then six and a half months pregnant; the child was living. The ammonia coefficient varied between 5 to 7 during her stay in Hospital and she was discharged on January 10.
She was readmitted on February 14 and the child was delivered by a perfectly normal labour on the 15th. The baby was a girl and weighed 5 lb. 9 oz. The baby was very jaundiced for a few days but regained its weight on the seventh day and was doing well when the patient was discharged on March 10.
During 1919 the patient remained well and her ammonia coefficient varied between 5, 6, 7 or 8. In December, 1919, she was found to be again pregnant and the condition of her urine has been watched during the four or five months of her present pregnancy. Up to the present time the ammonia coefficient has not been raised above 5 to 7, but with the exception of occasional vomiting once or twice during the day on isolated occasions, she has so far been perfectly well.
I considered the case one of pregnancy toxaemia in view of the diminished quantity of urine, the presence of diacetic acid and albumin from time to time, coupled with excessive vomiting and an extremely high ammonia coefficient. Since, however, every case of toxaemia is not fatal, the patient was carefully watched, induction of labour being postponed from day to day, and the case ended in the delivery of a healthy child. The fact that in the first instance this patient was suffering from what might be called a reflex cause of vomiting-the Sep.I91831 1 2 3 4 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 Chart recording the percentage of N-excreted as ammonia-the total excreted N being 100 retroverted gravid uterus-appears to be negligible because its replacement had little or no effect upon her condition. When first admitted she was undoubtedly very ill. Her pulse however was only 84 and uniform throughout and the temperature was normal. Her average normal pulse-rate is 72. The case seems to indicate that a consideration of the general condition, especially of the pulse, the quantity of urine passed and the presence or disappearance of diacetic acid in the urine is of more importance than the high ammonia coefficient in deciding the necessity for induction of labour. 
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from I am indebted to Miss Hewer, M.Se., for the observations made in the physiological laboratory during the patient's first illness and to Mrs. Pillman Williams for observations made during the period between the pregnancies and during the early months of the present pregnancy.
Mrs. Williams has also made observations of the different samples of urine passed at various hours during the day, which show an interesting curve oI change in the excretion of total nitrogen and the proportion excreted as ammonia during the twenty-four hours.
DISCUSSION.
Dr. MACKENZIE WALLIS: I have been interested in the details of the case submitted by Lady Barrett, more particularly as I have investigated a number of cases of pregnancy toxcemias myself. The point I would raise in discussing the ammonia coefficient is the method used in the determination of the ammonia in the urine, since the possibility of this excess being due to excessive protein breakdown may account for certain discrepancies, particularly if the formol titration method was used. In such a case excess of amino-acids in the urine would be estimated as ammonia. It is to be regretted that the other urinary changes were not determined in this case, particularly the amount of urea, and the diastase content. In pregnancy toxaBmias the diastase is always distinctly increased, values of 200 to 500 units being found, in contrast to the normal 10 to 25 units. Further, there was no analysis of the blood for total non-protein nitrogen urea and other constituents which would have served as a control of the urinary changes observed. There does not seem to be any relation between the high ammonia coefficient in this case and the presence of aceto-acetic (diacetic) acid in the urine. In the wards of St. Bartholomew's Hospital I am at present investigating a case under the care of Dr. Williamson, which presents certain points of interest in connexion with this discussion. The patient was admitted with severe and persistent vomiting, and the urine on examination showed a large amount of aceto-acetic acid, an ammonia coefficient of 8 and a diastase content of 50 units. Her condition was so grave that it was decided to terminate the pregnancy, and this operation was followed by rapid improvement in the condition of the -patient. The vomiting ceased, and the urine showed no aceto-acetic acid, a coefficient of 5, but the high diastase persisted for a few days. The urinary changes in this case are therefore of a reverse character to that usually found in pernicious vomiting of pregnancy, the aceto-acetic acid being out of all proportion to the ammonia coefficient. As a result of my work I have come to the conclusion that the ammonia coefficient is of no value either for prognostic or operative purposes. It is rarely increased in eclampsia unless vomiting is pronounced, but almost constantly raised in the pernicious vomiting of pregnancy. Again, it does not bear any definite relation to the severity of the toxemia, or the amount of aceto-acetic acid in the urine. Neither the increased ammonia coefficient nor the aceto-acetic acid present are sufficient to account for the intoxication observed in such cases, but are simply associated phenomena. The effects are due to starvation, brought about by the vomiting, and it does not seem to be fully recognized that a pregnant woman is peculiarly susceptible to the slightest restriction of carbohydrates, and reacts accordingly. In the case described by Lady Barrett, the ammonia coefficient was so high that practically all the nitrogen in the urine might have been in the form of ammonia. I cannot see what value can be placed on such a figure unless we know the changes in the blood. There were only small amounts of aceto-acetic acid detected in the urine, and if the increased ammonia was due to starvation it should have run -parallel with the amount of aceto-acetic acid in the urine. The fact that the ammonia coefficient fell directly the proteins in the diet were increased would support the view that the changes observed were due to starvation. Further, the body does not deviate from the normal path of metabolism except for very good reasons, and in this case there was the risk of considerable hwemolysis *occurring if a quantity of neutral ammonium salts were circulating in the blood at any one time. That such hamolysis did not occur in this case is obvious from the condition of the patient and the rapid recovery observed.
Dr. EDEN: I have recently had a case of pregnancy toxsemia with high ammonia coefficient in my ward at Charing Cross Hospital. The patient was in the fifth month of pregnancy and was sent to the hospital by a local practitioner as a case of eclampsia, she having been found in a "faint " by a neighbour. She was not seriously ill at any time during her stay in the hospital, but she had one attack which was observed by the staff nurse and the resident obstetric officer. It consisted of slight muscular spasm, beginning in the left side of the face, this becoming general and followed by some mental dullness and confusion. Her blood pressure was normal and there was no vomiting. The urine contained no albumin and no renal elements. The reaction to acetone bodies was strong, the diastase reaction was 20 per cent., and the ammonia coefficient on the first estimation was 17 per cent. One of my medical colleagues who saw her in consultation considered it a case of acidosis. The blood was not examined. The treatment adopted was a fluid, chiefly milk diet; saline purgation, and large doses of bicarbonate of soda by the mouth. The ammonia coefficient fell to normal within a week and the acetone bodies disappeared from the urine. The ammonia coefficient is a very uncertain guide to the clinical severity of cases of toxcemia. In Lady Barrett's case the severe vomiting may have been an important factor in raising the coefficient, apart altogether from the degree of toxremia.
Dr. LAPTHORN SMITH: I am greatly interested in Lady Barrett's case report, because some twenty years ago I had within a few months three cases of excessive vomiting of pregnancy sent to me by young friends, or rather I should say I was called in consultation, because the women were unconscious -or delirious from starvation and would evidently have died within a few days ju-13a at most if I had not at once emptied the uterus. The vomiting stopped immediately, as if by magic, but it took weeks and months to nurse them back to health. These three cases led me to study the whole question very thoroughly, and I was surprised to find no less than ninety-three fully reported cases of death from hyperemesis gravidarum in the European literature alone.
One of my friends, a professor of surgery, told me that his owit wife had vomited steadily during the whole of her first pregnancy, beginning a few days after conception, and was confined to bed the rest of the nine months, vomiting continually until she was delivered. One of the above three cases was that of a widow who had made frantic efforts to get rid of her pregnancy, and her doctor told me she had succeeded, as he had seen the large amount of blood and what he was sure was the placenta. But I felt so sure that the vomiting would have stopped if this were so, that I insisted upon curetting her and brought away the ovum, and next day she was keeping down food. By accident I then stumbled on the bicarbonate of soda treatment of this vomiting for many other cases as they were sent to 'me during the last twenty years, and. I can say that from that day to this I have never seen a case that was not soon relieved by this treatment. Sometimes the vomiting stopped in a few days and even in the worst cases in a few weeks. So that the question of emptying the uterus to stop the vomiting has never come up in any of the cases sent to me since I began it. I have generally prescribed about 80 gr. a day in the form of a mist. rhei et sodse, with a few drops of chloroform and nux vomica. The moving of the bowels two or three times a day helps the peristalsis of the intestine to revert to the normal. I should be very pleased if Lady Barrett would tell us whether she has had much experience with the bicarbonate of soda treatment and whether her experience has been the same as mine. Twenty years ago we knew little or nothing of acetonuria or acidosis, but the recent researches of physiological chemists go to prove that both the condition under discussion and also the condition of eclampsia are largely due to acidosis and that consequently the alkali treatment is the best as far as drugs are concerned. Lady BARtRETT (in reply): During the patient's first illness when three months pregnant no differentiation was made between the amino-acids and ammonia, but in the later investigations made during her admission in December, 1918, and during the lying-in period in February, 1919, the aminoacids were sepaTately estimated, and it was then found that the average difference between the ammonia and amino-acids combined by the Kjeldahl method and the separate estimation by Folin was approximately 2 per cent. I cannot state, however, whether the difference would have been greater when the coefficient was extremely high. Diacetic acid was only present in traces, and it appeared and disappeared with the presence of a small cloud of albumin. Diastase was not estimated, nor were estimations made from the blood. In Dr. Williamson's case of eclampsia with a high ammonia coefficient, the findings were in many respects different-e.g., diacetic acid was continually present. I agree with Dr. Eden that the excessive vomiting itself may have been a factor in the high excretion of nitrogen as ammonia, because the increase of nitrogen in the diet resulted in a more rapid form of the ammonia excretion than was obtained during the restricted diet. I have used bicarbonate of soda in salines given to toxtemic patients, but without any appreciable difference in the result from salines without carbonate. It may, however, be interesting to note that this patient has been on doses of bicarbonate of soda throughout her present pregnancy and no vomiting nor tox8emic symptoms have developed up to the present time (four and a half months). A Note on the Value of Blood Transfusion before Operation in Severe Secondary Anemias.
By HERBERT WILLIAMSON.
THE value of blood transfusion in cases of sudden and profuse haemorrhage from the uterus has already been demonstrated to this Society by Dr. Russell Andrews and Dr. Gordon Luker. I wish tonight to direct your attention to its value in the more gradually produced anwemia of uterine fibromyomata.
M. M., aged 45, was admitted into St. Bartholomew's Hospital on May 11, 1919. She had been married for eighteen years but had never been pregnant. Menstruation commenced at the age of. 13 and was regular and normal in amount until November, 1918 . From November, 1918 , to April, 1919 amenorrhcea. Early in April, vaginal haemorrhage commenced and soon became profuse; she lost a considerable quantity of blood every day and passed large clots. Towards the end of April she commnenced to suffer severe and constant pain over the left iliac fossa. The pain and bleeding continued until her admission into hospital on May 11.
On admission she was very anaemic, restless and breathless; the pulse was 130 and of poor volume, the temperature 101°F.; the tongue was dry and furred. There was incontinence of both urine and faeces and frequent vomiting. The urine contained a cloud of albumin but no renal elements. The blood count was: Red cells, 1,670,000 per cubic millimetre; white cells, 52,000 per cubic millimetre; hemoglobin, 22.5 per cent.; colour index, 0 7. The patient was so breathless that great care was necessary in moving her and she fainted during examination. The breasts were inactive; a hard tumour was felt rising from the pelvis and reaching nearly to the costal margin; the greater
